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 This report is a post visit on 10/1/15 to a 

recertification survey conducted at Chelsea 

Group Home.  All citations were corrected.

This survey was conducted by:

Jim Tarr

Shana Privett

The Survey Team is from: 

ICF/IID Survey and Certification Program

Residential Care Services Division

Aging and Long Term Care Administration

Department of Social and Health Services

PO Box 45600

Olympia, WA  98504-5600 

Telephone: 360-725-2405

Fax: 360- 725-3215
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